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My thesis is this: If we omit to include the psychological approach in our investigations, the range of our observations may be too narrow with the result that our action, ?I'hether designed for treatment or for prevention, may be ineffective or even harmful.
In the speaking time at my disposal I am aware that it is not possible to justify this thesis to you. I should however like to interest you and provide something practical, so that you may yourselves begin to include this method of approach in vouir examination of patients. This may perhaps be accomplished if I illustrate the application of a psychological approach in non-arthritic rheumatism. I may add at this point that the principles of investigation are also applicable to arthritic rheumatism.
The psychological approach refers to a technique of investigating the living person. There are other approaches with which you are more familiar, as for example the struictural approach which studies the person in terms of architecture by anatomy, histology, and pathology. Then there is the physico-chemical approach which studies the person by the techniques of physics and chemistry. And there is the psychological approach w-hich studies the person as an integrated unit. This approach is often neglected but it may be very relevant to our understanding of illness.
Illness is the reaction of a person to something he has met as he grows and moves in time. Illness is a mode of behaviour of a person or a community. It is the person, not the organ, that is ill.
Environment is the name we give to the surrounding of a person at any point in time. We can study the surrouinding by applying various techniques and thus split it up into fragments which we call factors. For example we talk of physical factors (trauma, heat, cold, -et) ; of chemical factors such as gases, dust, diet, poisons ; of micro-organic factors, and of psychological factors. By this term we mean those factors which we contact " through the mind ". Although they may not touch us in the phvsical sense yet they may touch us deeply. Examples are the loss of a beloved person or object, as in bereavement, frustrated career, &c. We react to such psychological factors by emotion.
ILLNESS AND THE EMOTIONAL REACTION
The physiological mechanisms concerned in emotion have been demonstrated in broad outline by recent researches. The body structures involved are the diencephalon, the autonomic nervous system, and the endocrine glands. Anatomically these three structures are related closely; functionally they may be regarded as three variables, no one of which can be studied in the conscious living person without reference to the other two. If as physiologists we consider that the function of the (liencephalon is " sensing and feeling " we are enabled to understand how psychological factors of the environment " touch " the individual at the organs of the special senses and thus bring into action mechanisms which may cause, ultimately, changes in chemistry, secretion, rhythm, muscle tonus, &c. To omit consideration of the diencephalon in considering physiological mechanism is to sin against the light.
These mechanisms are a triad, and inferences from observations which are limited to the autonomic and endocrine svstems must inevitably be unsatisfactory.
JAN.-PHYS. MED. 1 If for any reason an emotional reaction is maintained in its original or modified form, illness may result. Many morbid modes of behaviour are best regarded as emergents of emotional reaction, but w,hen psychological factors are not investigated the significance of these disorders remains hidden under such labels as gastritis. gastroptosis, colitis, tachycardia, angina innocens, asthma, recurring bronchitis. debility, aneemia, rheumatism, &c. In such circumstances the patient remains " a case" which requires appropriate treatment, e.g. alkaline powders for gastritis. an abdominal belt for gastroptosis, sedatives and graduated exercises for simple tachycardia, expectorants and nasal operations for bronchitis, and so on. OmissiorI to consider the psychological approach at the beginning of illnesses labelled by such terms may result in chronic invalidism, after the failure of endless " appropriate lines of treatment ". I do not wish to be misunderstood. All factors of the environment are lawful for investigation but all are not relevant.
ELEMENTARY PSYCHOLOGICAL TECHNIQUTE If we do not search for psychological factors we fail to discover them. Also when we do search for them we must do so in the proper way. In other words we must be willing to admit that there is an appropriate technique for each method of approach to the environment. For example, if a doctor using the bacteriological approach stains a patient's sputum with methvlene blue and reports that no tubercle bacilli are present we must agree that this negative conclusion is of no value, because the technique which he employed was inappropriate. In the same way we must not be surprised if we discover no psychological factors when we examine the patient in the wrong way as, for example, in the presence of other persons, or if we shout at him or announce that there is nothing the matter with him, or act in a hurried or highly important or fussy fashion.
There is nothing mysterious in the appropriate technique. It demands consideration of the patient, not as a case but as a person. It also requires a knowledge of certain features of illness which emerges from emotional reaction, namely (1) the innocence of the patient, (2) his increased suggestibility, and (3) the unconscious purpose of his behaviour, i.e. the patient in his heart of hearts has a motive for beincr ill and may not be prepared to face the consequences of recovery. These features were discussed in a previous paper (1937a).
THE APPLICATION OF THE APPROACH TO NON-ARTHRITIC RHEIUMATISM
This section is based on observations made on patients labelled " rheumatism who complained, inter alia, of pain and stiffness, but who on examination presented no evidence of obvious structural change. The patients were labelled by such terms as muscular rheumatism, fibrositis, lumbago, sciatica, neuritis, &c. It describes the application of the psvchological approach to these patients and shows how their modes of behaviour would have been labelled more accurately by such terms as psychoneurotic anxiety states, hysteria, or sometimes psychotic depression. THE ILLNESS IN TIME A patient who develops " rheumatism " in the course of emotional reaction tends to date the onset of his illness to the time when the rheumatic symptoms (pain, stiffness. swelling) first appeared. His preceding disturbances may have been very definite and very severe, and may have included mental symptoms such as depression, lack of concentration, withdrawal of interest, feelings of futility and unreality, as well as physical symptoms-such as weakness and exhaustion, insomnia. palpitation, lack of appetite, abdominal discomfort, numbness, tingling, transient losses of power, &c. But an account of these is not usually volunteered spontaneously. The patient's consciousness is dominated by his rheumatism and the preceding disturbances are suppressed. When we investigate the story of a patient's rheumatism we must direct 3 Section of Physical Mlfledicine 169 our inquiries, therefore, to two points in time: not only to the date of onset of the rheumatism but also to the date of onset of the various symptoms which preceded it and mav still accompany it. Sometimes we find that there is a lightening of the mental symptoms when the bodily symptom appears; psychologists describe this phenomenon by saying that the emotion has been converted into the bodily svmptom.
FEATURES OF THE MODE OF BEHAVIOUR
Physical examination. During physical examination, apart from noting what structural and other changes are present, consideration should always be given to the patient's face and manner. From these much may be learned about the kind of person and the things he has met. Some doctors, however, seem very insensitive to this aspect of a patient.
Facial expressions which give us a hint that the illness may have emerged from emotional reaction may be divided into two extreme groups-the anxious, and the (letached. The anxious face may be described as strained, tired, worried, or hunted; it is associated often with fine tremors of the outstretched fingers-which are detected readily against a background of newspaper print; with tachycardia or viseeroptosis. At the other extreme the detached face may be restful, placid, complacent, smiling, or" ,spiritual "-in short pathologically free from anxiety. It is associated sometimes -with marked thudding of the aorta in the epigastrium. Detachment of face and manner is sometimes called " la belle indiff6rence" and usually indicates that the disturbing emotions, and sometimes also the situation mhich provoked them, have become dissociated from the consciousness of the patient.
Psycholoaical examination. Much can be learned about a patient when we ask the preliminary questions which deal with age, occupation, &c. Of particular iinterest are the patients who " protest too much " and keep repeating such phrases as " I was never the one to give in, doctor," " It doesn't pay me to be ill "; " I wouild work if I could ", &c. Henley in his poem " Invictus " describes this attitude well "In the fell clutch of circumstance I have not winced nor cried aloud; Under the bludgeonings of chance My head is bloody, but unbowed." Invictus " patients who keep repeating: " I was never the one to give in ", very frequently complain of stiffness of the neck or back, or of other pains. spasms. losses of power, &e., with no discoverable organic basis.
CHARACTERISTICS OF THE PERSON (THE FIRST FIELD OF ,TIOLOGICAL DISCOURSE)
What kind of person develops rheumatism as an emergent from emotional reaction.?
Little is known about their characteristics. Items noted amoilg insuired persons inelude the followN-ing:
(1) Age and sex. All ages may be affected. The sexes suffer in about equal proportions. There is a certain amount of evidence to indicate that the maximum age distribuition of onset is about, 35 to 45 years. In females with the characteristic of "menopause ", fibro-fattv thickenings, in addition to pain and stiffness, seem especiallv liable to appear as emergents of emotional reactioni these are labelled by suieh terms as fibrositis, panniculitis, peri-arthritis, and endocrine dysfuinction.
(2) Varital status, &c. Rheumatism, especially in its " neuritic " manifestations. is especially frequent in (a) widows and widowers, (b) in rmarried persons who live apart, whether from disagreement, desertion, or illness, and (c) in persons who live a.lone or who feel that they are living alone.
(3) History of previous illnesses. Many of the patients have on previous occasioils responded to life's stresses by illnesses which enmerged from emotional reaction. An inventory of such illnesses includes such terms as an&mia, headache, recurring colds. bronchitis, gastritis, cardiac debility, nervouis breakdown.
NOTE.-The symptom of pallor, wthich is very common, is not necessarilv an indication of anaemia. Among insured persons its presence is more often associated with an anxiety state than with deficiency in hoemoglobin or blood-cells.
(4) Occupation.-Certain occupations seem more liable than others to be associated with psychoneurotic illness. In males may be instanced miners, workers at heights (slaters, steel erectors, &c.), and clergymen; in females, typists, housekeepers, cleaners, nurses, and piece-workers; in both sexes, teachers and canvassers, travelling agents who work " on commission ", and those in sheltered clerical occupations in which the instinct of creation is continuously thwarted. I have an impression that persons who in the past have undergone a rapid " religious " conversion are liable to attacks of severe pain, commonly called rheumatic.
THE ENVIRONMENTAL FACTORS ENCOUNTERED (THE SECOND FIELD OF ALTIOLOGICAL DISCOURSE) In rheumatism which emerges from emotional reaction, psychological factors which are common are those which entail deprivation or loss of a loved object, whether person, career, or material goods.
PSYCHOLOGICAL MECHANISMS (THE THIRD FIELD OF AlTIOLOGICAL DISCOURSE) When a particular psychological factor touches a particular kind of person through the special senses it sets into action certain mechanisms which may ultimately bring about a particular mode of behaviour. The question-Why does a person take ill in the way he does ?-completes our understanding of any illness. The mechanisms involved may be studied by various techniques, e.g. structural, chemical, physical, psychological, &c. Psychological mechanisms which determine the nature of a person's reaction include the following: Inherited patterns of behaviour; acquired bodily inferiority; fears and knowledge of disease; and symbolism.
Inherited patterns of behaviour.-Inherited patterns of behaviour may play a part in determining the nature of a person's reaction. It is a common belief that one family tends to be " highly strung ", another " chesty ", another to have " weak stomachs
The influence of inheritance has been carefully worked out in some illnesses such as asthma, but this illness happens to be particularly suitable for such studies because it is both visible and audible, and therefore easily noted by relatives. Many modes of behaviour are invisible and silent, and studies of rheumatism, a vague term, are particularly uncertain. Moreover it is probable that most people have suffered on occasion from pain and stiffness. Acquired bodily inferiority.-During emotional reaction, pains and other symptoms tend to be located in parts of the body which have been affected previously by operation, injury, or " disease,. An example may be cited. 11h7at kind of person was this? A slater, aged 42; married, but devoted to his mother.
History of right-sided pneumonia seven years before. W'Vhy did he become ill when he did, viz. in February . In January his younger brother, who was the support of his parents, ran away with a married woman. The patient wished to call in the police to search for him, but his parents refused. There was a family quarrel, his mother stating that the young brother was less able to support his parents than the patient. The patient replied that he would never put his foot again over his mother's doorstep. After this he spent sleepless nights, went off his food, &c., and early in February he developed pain in his right chest and became afraid that he would develop pneumonia again. Wlhy did he become ill in the way he did, viz. with emotional reaction and later right-sided chest pain? His mode of behaviour was a response to psychological factors, and a mechanism which determined the site of his pain was acquired bodily inferiority. Previous action. He had received poultices, belladonna plaster, and later, miiassage, witilout benefit.
Action based on the observatilons. The telling of his story released much pent-up emotion.
He was reassured abotut the absence of pneumonia and he came to understand the meaning of his pain. He decided to re-visit his mother and to resume work.
Comment.-It seems reasonable to conclude that this man's incapacitv of twN-o months' duration was not inevitable. The failure to prevent it lay-
(1) In the omission during physical examination to pay attention to the patient's facial expression and behaviour-in other words, nobody " looked upon the man (2) in the lack of knowledge of the questions of aetiology (in other words, the examiner s attention was focused on securing a label and not on ascertaining cause).
After negative bodily examination the order of approach should have been: "Here is an anxious-looking man. A slater-as bad as a miner. I wonder what the fellow met-probably an accident to a workmate. No; apparently no accidents Then later: " The balance of probability is in favour of a label of psychoneurosis. The mode of behaviour is of the nature that is associated with reaction to psychological factors. Moreover this interpretation covers each of the fields of discourse. It fits and it works, whereas the ' pleurodynia ' interpretation does niot fit and therefore cannot possibly work ".
Fears and knowledge of disease. It is not uncommon for medical students or nurses in the course of their studies, to rush to one of their teachers in the fear or belief that they have developed some illness of a serious nature. Usually this happens during a time of anxiety, as for example before an examination. The medical student as a rule states what is in his mind, but usually the nurse is silent. A little knowledge of medicine may be highly dangerous. Among the general population of to-day, health lectures, newspaper articles on disease, magazines devoted to the body, medical dictionaries, &c., are part of the everyday environment, and by these means the instinct of bodily self-preservation is being constantly " tickled ". As a result, Mwhen a person develops emotional reaction and a feature of this state is increased suggestibility he may accept from his " knowledge of disease " the idea that he is the victim of a grave illness and the nature of the illness so selected may determine in part the nature of his bodily svmptoms.
Of deeper importance, however, is the mechanism known as " identification a word which refers to the tendency of an individual during emotional reaction to behave in the same way as those round about him, especially those whom he loves. A good example, although a rare one, of such identification is the " morning sickness of a young husband when his wife becomes pregnant for the first time. The phenomena of identification are not uncommon after bereavement. When an individual loses a loved person-parent, relative, child, marital partner, friend, or work-mate he may develop, during the emotional reaction of grief, symptoms similar to those of the loved one. Pains diagnosed as rheumatic may sometimes develop in this wvay.
Spiritualists explain these identifications following bereavement by saying that the patient is " possessed " by the spirit of the departed. The subject of identification is a fascinating one and its bearings on practical aspects of medicine, such as hospitalization, are not yet explored.
Examination of any patient with rheumatism is incomplete and the inferences made may be misleading if investigation is not directed to illness or death of loved persons the nature of such illness; and the knowledge, fears, and beliefs of the patient concerning his own illness.
The following example may be cited EXAMPLE No. 2 Date of examination, December. On sick list from October 10 with a diagnosis of "headache". Featutres of the mode of behaviour. Placid and smiling; taches of neck and chest; slight tremors. Specialist's examination of eyes, throat and nose negative. X-ray examination of skull negative.
Whiat kind of person was this? A domestic servant, aged 32; single; subservient to an overwhelming mother; of stout build. Previous illnesses include " lumbago ", and anemia and debility ".
Why did she become ill when she did, namely in October? In May her aunt who lived near her mother was diagnosed to have cerebral tumour. Operation was performed, but no hope of recovery was given. In August the patient's aunt left hospital and returned home. Every Thursday evening the patient visited her aunt who suffered from very severe frontal headaches, and also had by this time developed paralysis of the left arm and leg. Early in September she died. The weekly visits had affected the patient very much and she always left her aunt feeling very depressed. Further, she did not like her situation-which she had entered in May-" it was too heavy ". She became weak, could not eat and felt her heart beating. Frontal headaches began soon after her aunt's death, and also about this time she began to wake up during the night to find that she had lost the power of her left arm and leg. She told her mother about the headaches and the mother said she was probably going the same way as her aunt. The patient was put on the sick list and sent to the out-patient department of a hospital where, after a thorough physical examination, she was labelled-" headaches due to constipation ".
Why did she become ill in the way she did, viz. with frontal headache and nocturnal paresis7 The mechanisms involved were " fear, and knowledge of disease " with possibly identification. The fears were increased by the suggestion of her mother, and numrierous examinations at hospital omitting, however, the psychological approach served to maintain them. Comment.-This is a good example of the effect of failing to ascertain a recent bereavement, its nature, and the knowledge and fears of the patient concerning her illness.
Symbolism.-Darwin (1873) used the term " expressive action " to denote the movements, gestures, and attitudes from which the existence of an underlying emotional state may be inferred. Thus, " an indignant man who resents and will not submit to some injury, holds his head erect, squares his shoulders, and expands his chest ". In hatred and anger, " the body is commonly held erect ready for instant action but sometimes it is bent forward towards the offending person, with the limbs more or less rigid. Such gestures as raising of the arms, with the fists clenched as if to strike the offender, are common. The desire, indeed, to strike often becomes so intolerably strong that inanimate objects are struck or dashed to the ground ". Darwin concluded that such movements of expression " reveal the thoughts of others more truly than do words which may be falsified ". The word " symbol " is now employed to describe anything that stands for or represents a mental experience. In this sense Darwin's " expressive actions " are bodily symbols. (Other aspects of symbolism were discussed in my previous papers on rheumatism and asthma 1937b.) Symptoms often called rheumatic (pains, rigidity, limitation of movement) may sometimes represent or symbolize deep-seated emotional attitudes. The following are examples:-(1) Pain and stiffness which are generalized-either wandering or " all over " may mean: My feelings are hurt. Life has pained me. I feel sore about things and I think them stiff.
(2) Pain and stiffness in the neck, between the upper scapulse or in the lumbar spine-associated with limitation of movement, especially flexion-may mean:
I am refusing to accept; I will neither bow nor bend ; I resent this person and/or this situation; I am obstinate and stiff-necked.
(3) Pain and stiffness of the knees with difficulty in bending may be associated with a deep-seated attitude of resentment and may mean: I will not go down on my knees, neither will I beg nor pray for help. Sometimes the complaint of inability to bend is preceded by that of inability to rise from the kneeling position. This may originate at a time when circumstances (domestic and financial) seem overwhelming, and it signifies: I feel I shall never get on my feet again. Ray (1929) notes that he has seen patients with non-arthritic peri-arthritis (mostly affecting the knees) which was undoubtedly due to business worry and domestic troubles ". So long as the worry prevailed, physical treatment had very little effect, but " immediately the cause of anxiety was removed, all the symptoms disappeared almost like magic ".
(4) Pain and stiffness of both arms with inability to raise them and with attacks of loss of power may be associated with hatred of a person and a desire to attack him, but the impulse is repressed. The meaning of this " neuritis " of both arms may be I hate him; I want to raise my hands to him, but-I can't.
(5) Pain over the top of the left shoulder and on the outer side of the upper third or half of the left arm may emerge for the first time during an emotional reaction following bereavement or mischance. These pains, which may begin near the midpoint of the spine of the scapula, may be very severe and are often accompanied by (ramps, numbness, pricklings, losses of pomwer, and later with wasting. This neuiritis " of the left shoulder and arm is very definite, is not uncommon, and is usually treated unsuccessfully-with massage. Its symbolism is, inter alia, a sinister " one, and may often be interpreted as: I am unlucky; I have met with misfortune; I am abandoned. (In left-handed people the corresponding symptom is found on the right side, but a similar neuritis of the right arm may occur in righthanded persons, especially perhaps in women, as a response to such circumstances as the loss of the bread-winner and the need to begin to earn an independent livelihood.)
A sinister symbolism is also found in certain examples of left-sided chest pain.
I have noted that pain (or burning or skin irritation) in the region of the 12th left rib, may occur after the loss or leaving of a beloved married partner. The association may be a chance one but it is surprising how often it seems to fit. This type of ' pleurodynia" may perhaps be related in some roundabout way to the mythical story of the formation of Eve from Adam's rib. Pain in the leg in the region of the hip-joint, especially the left one, sometimes occurs after deprivations which mav include the death or departure of a beloved child. The symbolism involved here may have reference to a bud; an out-growth; an offspring; a branch or a limb. In common language we talk of a branch of a noble house, a limb of Satan, &c. It is evident that the symbolism of these pains needs further investigation. The predominance of the left side is however clear, and it is helpful to regard it as associated with ill-luck, loss, and mischance. In folklore and etymology the left side is associated with ideas relating to evil, mystery, femaleness, &c. To sum up: Certain symptoms-commonly called rheumatic-may be symbols of deep-seated emotional experiences. These symptoms may be motor (e.g. cramp, loss of power, limitation of movement), and sensory (e.g. aches and pains, as well as nulmbness, tingling, and burning).
To avoid misconception about symbolism certain points need emphasis (a) The translations into words of certain rheumatic symptoms are not fanciful -not mere word-play and punning. They are fair inferences from observation over a. large number of patients whose rheumatism emerged from emotional reaction.
In the first instance they were made from clinical investigation and later they were found to be related to knowledge gained in other sciences-folk-lore, etymology, and the " expression of the emotions ". In other words, the interpretations of the symptoms are inductions from facts-not deductions from any generalization.
(b) A know-ledge of symbolism is of practical value and serves to remind us not oilly that rheuimatism (and other complaints) may have emerged from an emotional reaction, but also that this reaction may have been of a special kind. Thus rheumatisun is commonly associated with an emotional attitude which may be described as one of aggression. Sometimes the aggression is negative and takes the form of resentment, refusal, pride, &c. (see examples of symbolism Nos. 1, 2, and 3); sometimes inl the forms of hate and hostility it is very positive (see example No. 4). Rheumatic symptoms are common after grief, the response to the loss of a beloved person or object (8ee example No. 5). Grief, however, is seldom " pure ". It is usuallv associated with resentment as well as with fear and guilt. With further and deeper research these bodily symbols may be fitted with a more precise interpretation. In the meantime if we appreciate that rheumatic symptoms may also be symbols we are enabled to direct our inquiries quickly to what may be relevant in aetiology and proper for treatment.
(c) Failure to decipher a symptom which may be symbolic is often associated with failure to make allowance for the " innocence " of the patient. Darwin's observation, quoted on p. 6, showed great perspicacity. Time and again a patient who a few minutes before had asserted that he had no worry, no upsets, no mental stresses, and never had a care in the world, will announce that he might as well tell the truth, and his tale will indicate how exactly the bodily symptoms symbolized his mental experiences.
NOTE.-The symbols which we have been discussing may be described as phylo-genetic. They are collective, i.e. common to all men, and are associated with the evolution-physical, mental and cultural-of the human species. Symptoms determined by the mechanisms of "acquired inferiority" and of "knowledge and fear of disease " may also be regarded as symbols, and because their meaning is to be found in the life of the individual-not of the species-they are called onto-genetic symbols. From this point of view a symptom may be symbolic in two senses-collective and personal-and may be interpreted both phylogenetically and onto-genetically. NOTE ON FIBROSITIS I did not see these patients at the beginning of their illness and the question may properly be asked: "Although nothing was evident at your examination, did thev have fibrositis when they first began to complain of pain and stiffness ?" Reports available from their practitioners often stated that they did have fibrositis. This raises several interesting issues. For example, it is easy to be deceived in the detection by palpation of small nodules and fibrositic thickenings. Moreover, the examiner does not always guard against the possible effect of his remarks and actions on the patient. When we recall that patients suffering from psycho-neurotic illness may be highly suggestible, we are able to understand how remarks such as " Do you feel that ? ", especially if repeated and if accompanied by increasing digital pressure, may rapidly induce very painful sensations, with the result that when the patient winces or screams, the examining doctor may congratulate himself on having demonstrated the location of a nodule. On the other hand, by suggestion which is sedative. either by word (e.g. " You don't feel that, do you ? ") or by deed (e.g. the various forms of physical therapy) a painful area may become less painful or completely anaesthetic.
Another problem is this: Does objectively demonstrable fibrositis make its first appearance as an emergent of emotional reaction ? So far as I can discover no systematic investigation has been directed towards this. Copeman (1935) makes the significant statement that in almost every patient there will be found, if sought for, a longer or shorter period of considerable antecedent overwork, mental worry, or anxiety. He adds: "This ig important, as it should indicate therapeutically both the danger of over-treatment and the need to prescribe a suitable holiday when the acute stage is over ". It is evident, however, that he has not exhausted the implications ofhis findings, which, if viewed with psychological understanding, should provide a guidance to therapeutic action even more effective than the routine recommendation of a holiday. In the literature we may also read about patients who developed fibrositis after severe emotional stress, who showed little improvement during active physical treatment, but who began to recover when the life situation became less pressing (e.g. Gordon, 1936) . Among insured persons I sometimes see patients with very definite fibrositic nodules present at the time of examination who, however, had made no complaint of pain or stiffness until after severe or prolonged emotional reaction. Observations such as the foregoing may be related to what is known or inferred about the physical mechanism of fibrositis. This is said to involve the endocrine glands and the autonomic nervous system (Copeman, 1936) .
There is need-for further investigation not only into the relationship of fibrositis to emotional reaction but also into the incidence of nodules and fibrositic thickenings in the healthy (i.e. the non-complaining and non-incapacitated) population at the various age and sex groups. CONCLUSION I have attempted to show that the psychological approach to rheumatism is neither muddle-headed nor mystical; it is scientific and practical. Its employment indicates that we are beginning not to lose, but to achieve, a sense of proportion and perspective. By the use of a simple psychological technique, observations may be made which are relevant to the setiology, treatment, and prevention of much incapacitating illness which is labelled in practice and in official statistics by the comprehensive term " non-arthritic rheumatism ". The application of this approach is also relevant in chronic arthritis when this is not a response to defined infection. Only reasons of space prevent its consideration here. All observers who have used this method of approach in a clear-headed fashion are agreed that imperfections in our knowledge and treatment are related, inter alia, to our neglect to apply this technique of approach from the onset of the illness. In the absence of this method of investigation our examination of a patient may be incomplete, with the result that our treatment may be ineffective or even harmful. Moreover any scheme of research into rheumatism which omits this method of investigation in its inquiries is founded on an imperfect appreciation of the meaning of scientific method and must therefore end in frustration, either partial or complete. Further, while this neglect continues, the accurate assessment of various forms of physiotherapy will be impossible of appraisement. Also quackery, whether witting or unwitting, will continue apparently to succeed, whereas orthodox medicine will continue apparently to fail.
These things will, however, neither be believed nor accepted until students of rheumatism overcome their resistance and make the necessary effort-and it demands an effort-to become acquainted with a simple psychological technique and apply it for themselves in their daily practice. Until then the meaning ofmuch incapacitating illness called rheumatism will be misunderstood; faulty inferences will continue to be made (in the name of scientific medicine) from a too-narrow range of observations; and, inevitably, action both in treatment and prevention will fail to be properly effective.
In the words of Fougasse: You have been warned! Discus8ion.-Dr. R. G. GORDON: Dr. Halliday has discussed the psychological approach to certain conditions in which as he said no physical changes could be found. In other words, these were cases of hysteria or other form of psychoneurosis and not truly rheumatic at all. I wish to discuss the psychological approach to those cases which are properly sent to us as rheumatic, but in which there is a definite psychological factor without the removal of which no satisfactory cure can be obtained. The most obvious type under this heading is the compensation case in which, say, a workman has received an injury to his back with deep bruising, resulting in very real fibrositis. If, however, he is an elderly man he may feel that, meagre as the compensation is, it is better than nothing and that, if he gives it up, he may never get another job which he is able to do. He is therefore, in a sense, using his illness to avoid a more satisfactory adjustment to life. Before he can be cured it is necessary to use psychotherapy, which may take the form of a just settlement of his claim in a lump sum, in order to induce him to face up to life and work once more. Then, and only then, will the fibrositis be satisfactorily treated.
There are, however, other people who use chronic diseases and perhaps especially the rheumatic diseases, owing to their rather uncertain signs and symptoms, to avoid unpleasant adjustments to life. One may mention the elderly young woman, whose love affairs have turned out badly, in whose case the ernotional disturbances may themselves help to initiate the rheumatic changes. Here psychotherapy must persuade her either that there are as good fish in the sea as ever came out of it, or that she must face up to a state of single blessedness. Then only we may be able to deal with the rheumatism.
The most important group, however, and the most difficult to deal with, are the middleaged and elderly, who have some rheumatic trouble and on account of this, or for other reasons, feel that life has lost its savour. We all know the hunting man with a mild osteoarthritis of the hip who goes about complaining and grumbling far more than others with a more severe degree of the trouble, because he feels that if he can no longer hunt he might just as well be dead. It is not easy to persuade such a man to face the future cheerfully, because, as a rule, he has no suitable sedentary hobbies.
Sometimes the profession is not altogether guiltless of intensifying the depression of these middle-aged people. How many come for treatment armed with a skiagram of their lumbar spine in which it has been pointed out to them that osteophytes are present, indicating a spinal arthritis ! Such long Greek names frighten them and they are not to know that practically everyone over 50 whose back has ever been subjected to strain possesses such osteophytes. Once they can be persuaded that there is nothing very dreadful the matter with them, they cheerfully accept treatment for the fibrositis--which is probably really responsible for the troubles of which they complain-and go on with their lives cheerfully and usefully.
It does not always follow that psychotherapy should precede physical treatment when dealing with these cases. The institution of definite physical treatment for a definite physical condition often gives the patient confidence and allows the physician to obtain the necessary rapport or transference to enable him to practise psychotherapy successfully. When and how this latter treatment is to be introduced in any given case is a problem which the wisdom of the physician will be called upon to solve.
Apart from these psychological concomitants of rheumatic disease, psychogenic factors may actually be causal in the production of rheumatism. Many authorities have noted emotional shock or strain as immediate precursors of rheumatoid arthritis. Nursing sick relatives, the sudden loss of a beloved person, or even personal psychic traumata such as assault or accident, may frequently be found. In my experience, when acute severe fibrositis appears in young subjects, there is practically always a history of emotional strain or stress. Such a condition is common in overworked school-teachers, especially if they are of the neurotic type, and I have had as patients young women whose husbands have followed some dangerous occupation such as aviation.
Therefore when we are treating people in ill-health we have got to consider more than one factor. In the case of rheumatic diseases we have probably got to keep in mind degenerative changes, infection and emotional disturbance and we cannot afford to neglect a thorough search for all three. Degenerations will be indicated by arteriosclerosis and signs of cardio-renal disease. Infections are nowadays indicated by blood-counts and examinations of the sedimentation rate, but we must also look for positive indications of emotional disturbance. We must pay close attention to the patient's general appearance and attitude to life. Is he anxious, frightened, or depressed ? If so, it is our business to find out why. A study of sleep and dreams is often useful, both as indicating trouble and giving us a line towards correct treatment.
Even in cases which seem to be obviously infectious in nature we must not forget the soil on which the infection finds lodgment, and this may require treatment just as much as does the infection itself. When we investigate this our first step is generally to discover endocrine anomalies or disturbances in the balance of the autonomic system with resultant vascular and biochemical changes.
It may not, however, be sufficient to treat these empirically, for they, in turn, may well be due to emotional disturbances. The seat of the emotional life is largely the thalamus, and here we find a very close relationship with the hypothalamus, which is the headquarters of the autonomic system, and therefore largely responsible for vascular, biochemical, and endocrine regularity.
In the treatment of rheumatic disease we are unfortunately none too successful, and therefore we cannot afford to neglect any method of approach, and of the possible methods the psychological approach is by no means the least important. We must see to it that our patients are emotionally at peace, and that is one of the reasons why during treatment quietude is important. Rheumatic cases do not do well in the rush and bustle of ordinary life, and any tendency to introduce this into resorts which claim to treat patients suffering from rheumatism is certainly to be deprecated.
Dr. SYDNEY D. MITCHELL: Chronic rheumatic joint disease, with its wide social and economic implications, apart from purely medical considerations, must-like pulmonary tuberculosis-necessarily have important psychological aspects.
A study of these was made at the St. John Clinic and Institute of Physical Medicine from 1932 to 1934 by Dr. Philip Ellman and myself and published in the Royal College of Physicians' "Reports on Chronic Rheumatic Diseases " [1] .
Forty cases of the rheumatoid type of arthritis, and 40 cases of the osteo-arthritic type, corresponding to the classification described by one of the authors [2], were selected for examination. All were typical of their groups, mixed cases being excluded; otherwise they were taken quite at random from the Out-patient Department.
The psychiatric examination which I undertoo,k consisted of (a) an investigation of the personality, i.e. the behaviour of the individual as a whole from early childhood up to the onset of the illness. (b) an investigation of the personality following the onset.
In the investigation of personality, although facts and tests by accurate measurement are ill-defined, the psychologist, like the layman, tends to classify people into types. Classification inevitably implies abstraction. The only accurate conception is of a continuous scale with most persons falling in the middle but tending towards one or other extreme end.
With these provisos we adapted Bleuler and Kretschmer's postulation of two components, syntonic and schizoid, in each healthy personality.
In the syntonic type the whole personality freely expresses a definite emotion suitable to the situation. The train of thought is disturbed only by overvaluation of what conforms to it and undervaluation of what disturbs it. The mood remains at an average pace and relatively uniform throughout life. If, however, the mood fluctuates, we speak of cyclothymic personalities or, in marked cases, of manic-depressives. Again the mood may permanently deviate to depressive or manic states.
The 8chizoitd type, on the other hand, shows a lack of uniformity of emotional expression and co-existence of different strivings. Schizoid sub-groups include: (a) Those who indulge in free phantasy thinking in contradistinction to reality. (b) The paranoid type who sees in the actions of others an undue reference to himself. Extreme degrees of the schizoid type are called schizophrenic. The neuroses also manifest themselves essentially on a schizoid basis, e.g. the interference of one impulse with another, the lack of adjustment to situations, as in the common anxiety state. In hysteria, however, one also recognizes in the emotional lability a syntonic component.
In the 40 rheumatoid art hritic8, schizoid features, especially morbid anxiety, predominated in 27 cases before the onset of the illness and in 25 following the onset. Syntonic and related features predominated in only 10 cases before the onset and in 9 following it.
In the 40 o8teo-arthritiCe, on the other hand, syntonic and related features, especially depression, predominated in 22 cases before the onset and in 19 following it. Schizoid features predominated in 14 before, and in the same number following, the onset.
Attention was also paid to any history of special worry over exogenous factors immediately prior to the onset of the illness. This was obtained in 15 rheumatoid and 5 osteo-arthritics. The features varied from illnesses and accidents to relatives and unusual pressure of work or difficulties at work to matrimonial disharmony.
A study was also made of external causes of worry following the onset of the illness. One naturally found that the crippling effects of arthritis led indirectly to interference with earning capacity and consequent financial difficulties. There was also, of course, in many cases, inability to indulge to the same extent as before in habitual pleasures. In addition, other physical disabilities, such as the menopause and arterial hypertension, played their part in a number of osteo-arthritics. Apart from these factors, however, there were histories of independent external worries in 23 rheumatoid and 5 osteo-arthritics. These ranged from family illnesses and matrimonial disagreements to financial difficulties unrelated to the direct results of the arthritis.
One must, of course, allow for the fact that any patient suffering from a psychopathic state will tend to seek querulously in external misfortunes a justification of his morbid mental state or his physical disability. Nevertheless, the presence of such continuing external factors is of importance for prognosis.
The study of controls was also considered. Three methods of approach suggested themselves: (a) A series of cases suffering from a variety of chronic physical illnesses other than chronic arthritis, (b) a series of cases suffering from one type of chronic illness, (c) a series of so-called healthy persons. (Incidentally a scientific standard of mental and physical health is no easy matter to assess.) After careful consideration it was finally decided that an over-simplification of the mental and physical factors concerned would be inevitable and there the matter was abandoned.
In reviewing our results we particularly noticed the prominence of morbid anxiety in the rheumatoid arthritics. In the osteo-arthritics there was a slight excess of syntonic and related features, but the high percentage of morbidly anxious persons cannot be ignored. Our genetic studies reinforce the general psychiatric view that the make-up of the previous personality is the main factor in the type of mental state following physical illness.
Allusion has already been made to the fact that arthritis may be only one of several imiisfortunes which beset the patient at about the same time. One is, therefore, not justified in speaking of a direct mental reaction to the physical illness without very full investigation of each case. Does mental disturbance lead directly to organic disease in the arthritic ? In the present state of knowledge we feel that judgment should be suspended. It seems likely, however, that, in the arthritic, both mental disturbance and organic disease are evidence of a general biological inadequacy. I will conclude with a short reference to the important subject of treatment of the mental aspects of arthritis. For the average patient the mere opportunity of unburdening himself of his difficulties to a sympathetic listener will be helpful. Apart from this, suggestion and persuasion are all that will be possible for most. Certain selected cases might, however, with benefit be referred to a psychiatrist for more intensive psychotherapy. The danger of suicide should always be borne in mind, especially in depressed cases. It was evident in a large numoer of our series. The use of sedatives and hypnotics, as indicated, and indirect psychological treatment such as occupational therapy and the attempted removal of irritating exogenous factors, are valuable additional aids. Trained social workers attached to institutions could do much in this direction.
We feel also that the establishment of more and better staffed residential institutions for chronic diseases, including arthritis, is an urgent necessity. The Rheumatism Unit at St. Stephen's Hospital is an excellent step on the part of the London County Council in this direction. Sanatoria might well be planned on similar lines to those existing for tuberculous patients, where there is, or should be, ample catering for their physical and psychological requirements, that is for viewing the individual patient as a whole. Dr. KERR PRINGLE said that apprehension with regard to the future in relation to finance, occupation and progress of the ailment was an important factor in delaying and preventing recovery in cases of chronic rheumatic disease, quite apart from the metiological factor, such as infection, endocrine imbalance, shock, &c.
In this respect Great Britain was behind America and Sw'eden, where the importance of distracting the patients' attention from their disabilities by some form of occupational therapy was recognized. One had only to go round the hospitals here, devoted to the treatment of these conditions to see how the patients, when not having treatment, were sitting about, doing nothing but talking about their ailments, when their time might have been much better employed by learning to do something useful so far as their disability permitted. By this means their attention would be drawn away from their ailments and they would gain fresh hope for the future.
